It is difficult to distinguish between infectious and non-infectious bloody diarrhoea, and between infections with verocytotoxin-producing Escherichia coli (VTEC), such as E. coli O157, and other pathogens. Typically, 10-15 % of VTEC infections quickly progress to haemolytic uraemic syndrome (HUS) (Tarr et al., 2005) . To prevent this, cases must be identified more rapidly than possible by microbiological diagnosis. If achieved, this is advantageous for two reasons. Firstly, intravenous volume expansion, even before VTEC is microbiologically identified in such patients, might mitigate the risk of developing oligoanuric forms of HUS which are associated with poorer outcome (Ake et al., 2005) . Secondly, secondary spread of VTEC organisms, which is common and occurs early in the course of disease, might be reduced by hospitalizing the paediatric patient or otherwise separating the patient from its sibling (Werber et al., 2008) .
If a child presents to primary care with diarrhoea, a careful history can assist in differentiating an infectious from a noninfectious aetiology. Infant colitis is almost invariably restricted to children under 6 months of age (Xanthakos et al., 2005) , necrotizing enterocolitis is largely limited to neonatal intensive care units (Ostlie et al., 2003) , and inflammatory bowel disease usually presents with a history of symptoms over several months (Spray et al., 2001 (Fig. 1 ) is intended to aid the primary care physician in such situations.
